ascending ramus; (3) fractures in which the front part of the mandible is lost between the canine regions. It is puzzling why nearly all the cases exactly conform to one or other of these groups. Still, it seems fairly obvious. If a projectile passes in more or less horizontally from before backwards it kills the man; if it passes transversely through both angles it probably kills him. If it passes obliquely, it produces a very common condition of fracture in the premolar region on one side and the angle on the other. But if it passes transversely, but so far forward as no'u to kill, it removes the front part of the man's mandible. With regard to the direction taken by the bullet, I should like to mention one peculiar case. The man was running in a charge, and the bullet entered his open mouth. It fractured the alveolus of the right maxilla, passed the inner surface of the ascending ramus of the mandible, and came out behind his mastoid process, making a long track, but doing comparatively little harm; the patient made a good recovery, except for some facial paralysis.
Mr. PERCIVAL P. COLE. I shall take as the text of my remarks some statements and expressions of opinion voiced by previous speakers, bearing upon treatment and the personnel responsible for such.
Discriminating conservatism as regards the teeth is an early and important factor in the treatment of these cases. As Dr. Hayes has so succinctly put it, " the presence or absence of a single tooth on a, fractured portion may suffice to change entirely the method of treatment"; and I may add that the conservation of one or two particular teeth will render relatively easy what would otherwise be a task beset with difficulties. So convinced am I of this that I have had root treatment carried out on the operating table. It is a question bearing equally on restoration of function after operation as after injury, and my views on this question and those of my colleague, Mr. Bubb, have been more fully set forth in a recent paper.' Some members of this Section may be inclined to attach greater value to the teeth than does Mr. Colyer, and so to deprecate the adoption of a policy of extraction, however consistent that may be, for the treatment of fractures. I refer to that type of fracture in which the upper molars are extracted to free the posterior fragment as a fundamental principle of treatment, and to secure rest to those ununited fractures of, as I gather, the same type 'Brit. Med. Journ., February 19, 1916, p. 268. which are admitted with a see-saw movement. If the upper teeth are capable of depressing the posterior fragment, it should surely be possible to maintain that fragment in its correct and depressed condition without resort to extraction in the opposing jaw. I have under my care at the present moment two fractures situated in the position indicated by Mr. Colyer. In the one case the posterior fragment contains two teeth; in the other case the posterior fragment is edentulous. In both cases the posterior fragment has been efficiently controlled in its correct position, in the former case by means of a fixed interdental splint cast in aluminium, and in the latter case by means of a cast aluminium Gunning splint with an adjustable flange lined with soft rubber.
A consideration of the combined contributions of Sir Frederic Eve and Mr. Colyer, together with Mr. Colyer's frank renunciation of ideals, would seem to indicate that the lines of treatment adopted have been dictated by military necessities, and with the object of reducing surgical intervention to a minimum-that, in effect, a short cut has been taken to the attainment of passable, but confessedly imperfect, results. However such a gospel may be justified by military exigencies, it is a gospel the broadcast promulgation of which will not assuredly subserve the cause of real progress.
Mr. Colyer's attitude as to the question of occlusion versus union seems to have been, and apparently still is, regulated by his scepticism as to the efficacy of bone-grafting. We are informed that 200 cases have been through Mr. Colyer's hands, and one cannot help thinking that, had Mr. Colyer been a general surgeon, his scepticism would long ere now have been dissipated or confirmed. A case under my care has an important bearing on this question. The patient had been treated by a surgeon and a dental surgeon whose views must have exactly tallied with those held by Mr. Colyer. He certainly had bony union, but his occlusion was hopelessly at fault. He-reprehensibly enough, no doubt -refused to share the complacent views as to his condition held by his surgical and dental advisers, and was sent to me as a last resort. So intense was his dissatisfaction that he pleaded with me to undertake any operation, however risky 'and however doubtful of success, that would help to remedy his functional incapacity and his deformity. I unwillingly acceded to his request, and undertook an extensive operation which, I, am pleased to say, shows every prospect of success. I emphatically dissent from the views held by Mr. Colyer on this question of occlusion versus union, and my views have been more fully set forth, together with those of my colleague, Mr. Bubb, in the paper previously mentioned.
Next, as to the iinportant question of sepsis in its relation to the treatment of bony deformities of the jaws. I have personal knowledge that there is a widespread notion that reduction and retention of misplaced fragments should not be attempted in the presence of sepsis. Mr. Colyer's attitude is not easy to define in this matter, but he seems to favour a certain measure of delay, for he says: " We never think of fixing the splints until we are certain we have got rid of all sources of sepsis." I desire most emphatically to associate myself with the strong expressions of opinion on this question that have been so ably voiced by Mr. Lewin Payne and Dr. Hayes. Early reduction and retention of fragments in jaw injuries, far from being disadvantageous, are effectual means of combating sepsis, and add materially to the comfort and well-being of the patient. It is difficult to exaggerate the importance of this question, for misconceptions regarding it have been responsible for much suffering and much unnecessary treatment. It is a view widely held by the surgeons of the Royal Army Medical Corps, and I regret to say it is a view held by not a few dental surgeons, especially among the younger generation-among those, indeed, whose experience of mouth surgery is, one would think, scarcely sufficient to justify a dogmatic expression of opinion on such a point. I have been told by military surgeons of large experience that their dental colleagues have refused to intervene in the reduction and retention of bony deformities until sepsis has been thoroughly allayed. Upon this false foundation has been built a superstructure of error. To such an extent is this the case that by far the greater part of the sum total of attention and endeavour devoted to these war injuries has been centred not upon the treatment of fractures but upon the treatment of neglected fractures. This debate has provided ample confirmation of this statement, as have numrerous drawings and appliances which have been exhibited during the past fortnight. Speaker after speaker has been an unwitting but damning witness to the truth of my contention. They have recited the tale of their exploits with intermaxillary traction, jackscrews, and I know not what. They seem to revel in the application of appliances that push and pull, elevate and depress. Their complacence is to me perfectly astonishing, and their bland acceptance of the existing state of affairs augurs ill for the introduction of any immediate and satisfactory measures of reform. Even Mr. Colyer does not regret that many of the patients with whom he has had to deal have been injured six months or even a year. The treatment of established deformities is undoubtedly of some importance as things are, but far more important is it to prevent deformities frome becoming established. I contend that the necessity for any apparatus which has for its object the reduction of deformity by applied force is, in the vast majority of cases, a frank confession of previously and avoidably defective treatment. This debate has been to me most disappointing in that little or no protest has been made against initial deficiencies in treatment which have such a profound influence on the future progress of these cases. I do not propose to detail my personal achievements, but shall endeavour to set forth my views as to the causes of these deficiencies-to follow. up destructive by some measure of constructive cr-iticism. Until quite recently these cases have been kept too long Abroad. There, owing to misapprehensions as to sepsis, the lack of skilled dental surgeons in the Army, and the ignorance of the general surgeons of the fundamiiental principles of treatment in these cases, their lesions have not received that special attention which would have laid the foundation of a successful issue. Stomatological centres should have been established in the various countries where our troops are fighting, or the cases should have been transferred immediately to Britain with the least interference possible. As regards France, at any rate, I have been given to understand that the latter plan will be adopted.
The next question that arises is as to the personnel responsible for treatment and the advantages to be derived by the segregation of these cases. It is readily granted that the ordinary fractures in civil practice are best treated by the dental surgeon. War injuries, however, are different, and the rules of civil practice afford no guide to the procedure in such cases. The lesions are frequently such that surgical intervention of varying extent is necessary at some stage. In the more severe cases, the casual surgery alone is such that no practising dental surgeon whose zeal did not outrun his discretion would care to undertake. The responsibility for methods of treatment that involve the question of life and death should, I submit, be vested in the operator, be he operating surgeon or operating stomatologist. In this country the operating dental surgeon does not exist, and the responsibility is usually, and I think rightly, shouldered by the surgeon. That this should have been freely and universally conceded would have appeared to mne a foregone conclusion had not Mr. Colyer instanced as the first guiding principle of his treatment tha't " the lives of these patients have to be saved." I submit that in view of dangerous complications such as cellulitis of the neck and face, and ,the risk of secondary heemorrhage, necessitating perhaps the tying of the external ill at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from carotid artery, that the best interest of the patient will be served by allowing the surgeon as heretofore to retain immediate control. For this reason, and because other wounds are frequently present, I am opposed to absolute segregation, but support the partial segregation of such cases in general hospitals, a course which, from personal experience, Dr. Hayes has found to offer the greatest advantages.
A case bearing on the purely casual surgery that may be necessary in severe lesions is now under my care. The patient had had the greater part of both maxillie shot away and was admitted with a suppurating wound in the neck with surrounding cellulitis. It was found necessary to enlarge the neck wound, and from it the whole of the ascending ramus was removed as a sequestrum. The body of the jaw was immovably fixed by cicatricial tissue which had to be freely severed in order to allow the mouth to be opened sufficiently for a reliable model to be taken. A fistulous communication between the mouth and neck wound was unavoidably produced, a condition which, however, experience has taught us is of relatively little moment.
In the treatment of these cases there lie at one end of the scale the purely surgical measures, such as bone-grafting and plastic operations, and at the other end the adaptation of a final prosthetic apparatus, which is a purely dental matter. Between these two extremes the treatment should rightly be shared by the general surgeon and the dental surgeon. It is here-in this, as it were, a kind of No Man's Land-that the frontiers of surgery and dental surgery abut, and the precise share to be taken by each is difficult to define. I would venture to suggest that what is required of the dental surgeon is:
(1) That he be a skilful technician.
(2) That he be willing to make his services subserve the immediate, and anticipate the ultimate requirements of the surgeon.
Of the surgeon it should be required that:
(1) He shall have a working knowledge as to the range and extent of the dental surgeon's possibilities.
(2) That he shall know and make known his requirements. It is the lack of co-ordination in this stage of divided control that is, I am convinced, responsible for so many absolute and relative failures. The responsibility of the surgeon entails upon him definite obligations, the most important of which is that he shall call to his assistance at the earliest possible moment a reliable and skilful dental surgeon. It must be within the knowledge of most members of this Section that the services of the surgeon and the dental surgeon are only too frequently consecutive and not concurrent. For this state of affairs the surgeon in immediate control of the case is directly responsible, and his course of action is such as to be an injustice to himself, the dental surgeon involved, and last but not least, to the patient. It is essential that no active step in treatment should be carried out by the surgeon until a definite plan has been formulated as a result of personal collaboration with the dental surgeon whom he chooses to requisition. Surgeons are, and have been, greatly to blame in their failure to appreciate what great assistance-nay more, what essential assistance-can be afforded by the early intervention of the skilled dentist, and it should have been one of the objects of this debate to bring this matter forcibly to the notice of the members of the Surgical Section. I am a surgeon myself, and it has apparently been left to me to emphasize and underline this failure on the part of the surgeons concerned, and I should like to make it clear that in my opinion this active collaboration is absolutely essential if success is to be attained.
My contribution to this debate is therefore to plead the urgent necessity for efficient splinting by relatively simple apparatus in the earliest possible stage; for effective co-ordination between the surgeon and the dental surgeon; and an emphatic protest against the notion, apparently commonly current, that the treatment of bony injuries to the jaws is a glorified species of orthodontics.
Mr. F. J. BENNETT. I would like to make one remark in connexion with these interesting cases, that is, that all connected with this war work on jaws should be careful to preserve every tooth which has been taken out, so that in peace times we may be able to examine them carefully. Many members will remember Mr. Tomes's remarkable specimen showing healing of the pulp after severe injury. Amongst the numerous cases of fractured jaws there must be some cases in which fractured teeth have healed -to some extent. Therefore, if members will preserve all teeth which are taken out, and either keep them themselves or give them to someone who will make a microscopical examination of them, I feel sure we shall learn something more about the anatomy of the teeth.
